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This certifies that ___________________________________________ , an employee of  
     Employee name and title 

 

 

________________________________________________________ has demonstrated  
Name of Facility 

 

 

to __________________________________________, the proper technique when  
  Supervising Registered Nurse 

 

 

performing a finger-stick procedure. 

 

 

 

A blood sugar level below _______ or above _______ should be reported to the supervising  

registered nurse for further instructions.   

 

 

 

 

 

__________________________________  _________________ 

Employee Signature     Date 

 

 

__________________________________  _________________ 

Supervising RN Signature    Date 

 


